T he stigma associated with addiction is one of the biggest challenges we continue to face, and the prohibitionist approach to addiction has not made the world a better place. The resistance against both harm reduction and the acceptance of addiction as a brain disease has resulted in an inordinate focus on the culpable consequences of addiction. Latency in the uptake of new findings has led to lags in public policy reform, with far-reaching and adverse consequences. Psychiatry and public health care's hands-off approach has perpetuated the misconception that addiction is a criminal problem and not a legitimate medical disorder. Neither discipline has sufficiently weighed in on the debate or widely embraced addiction as a part of its legitimate mandate, and each remain focused on its other "more pressing" issues. A different approach is necessary. Dr Campbell's position that addiction is (or should be) treated by all domains of society displays merit. Additionally, his argument that, when an addicted individual becomes a patient, he or she should receive the broad-based, scientific-based treatment afforded to any other member of society is indisputable.
At conflict, rather, is the larger picture. Where should the responsibility lie for many decisions regarding addictionssuch as prevention, determining standards of care, the allocation of treatment resources, and partnering with concerned disciplines and partners?
The suggestion that there is any endorsement for a single medical discipline to be responsible for addiction treatment is certainly not the predominant viewpoint of providers within the field; indeed, this postulation constitutes little more than perpetuation of a professional turf war. Perhaps a valid suggestion, and a better-reasoned one, would be that there is support for a significant portion of the responsibility falling to a small handful of disciplines that are best equipped to deal with the addiction problem.
Addiction medicine, as a field, is solidly grounded in medicine and, albeit young, encompasses a range of biological brain disorders with possible biopsychosocial (and spiritual) etiology and sequelae. We are witnessing the blossoming of a new era in our understanding of addiction as a disease, irrespective of what we wish to call the primary origin of this phenomenon. Collaborative efforts among those in public health, addiction medicine, and mental health may be the best option to lead and direct addiction care for Canadians.
Management of the addiction problem belongs to medicine. Our job in health care is to eradicate disease, diminish disability, and postpone death-to ultimately and holistically improve the quality of life for those afflicted with disease. This can only be done by involved providers and disciplines working together in an integrated fashion, guided by the evidence for this chronic psychiatric condition. Is it not time for us to advocate for publicly funded, multidisciplinary, and medically focused addiction-treatment programs, together with public policy development, consistent with the Canada Health Act?
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